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A BUILDING
B. WING
TN8201 08M2/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
261 NORTH STREET
BRISTOL NURSING HOME BRISTOL, TN 37625
4o SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION i <5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE ' COMPLETE
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: DEFICIENCY} ;
N 002 1200-8-6 No Deficiencies N 002
i
During the special focus survey completed on
September 12, 2012, at Bristol Nursing Home, no
deficiencies were citesd under chapter 1200-8-6,
Standards for Nursing Homes.
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